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DECLARATION 
OF. THE RIGHTS OF THE CHILD 





CHARTER OF THE INTERNATIONAL 
UNION FOR CHILD WELFARE 





Proclaimed in 1923; revised in 1948. 


By the present Declaration of the Rights of the Child, 
commonly known as the “ Declaration of Geneva”, men and 
women of all_nalions, recognising that Mankind owes to the 
Child the best that it has to give, declare and accept it as their 
duty to meet this obligation in all respects : 


I. — THE CHILD must be protected beyond and above 
all considerations of race, nationality or creed. 


II. — THE cHILD must be cared for with due respect 
for the family as an entity. 


Ill. THE CHILD must be given the means requisite for 
its normal development, materially, morally and 
spiritually. 

IV. — Tue cuixp that is hungry must be fed ; the child 
that is sick must be nursed; the child that is 
physically or mentally handicapped must be 
helped; the maladjusted child must be re- 
educated ; the orphan and the waif must be 
sheltered and sué¢coured. 


V. — THE CHILD must be the first to receive relief in 
times of distress. 
VI. — THE cHILD must enjoy the full benefits provided 


by social welfare and social security schemes ; 
the child must receive a training which will 
enable it, at the right time, to earn a livelihood, 
and must be protected against every form of 
exploitation. 


VII. — Tue cHiLp must be brought up in the conscious- 
ness that its talents must be devoted to the 
service of its fellowmen. 





































Maternity and Child Welfare 
in Rural Areas 


Introduction 


The problem of making available for the inhabitants of 
rural areas the advantages of social and health services enjoyed 
by the urban dweller is one that is occupying the attention 
not only of the authorities in the different countries but 
also that of the leaders of voluntary child welfare bodies. 
Their aim is to bring relief and assistance to the people 
that need it most. The inhabitants ofrural districts certainly 
come within this category, for indeed in many areas to- 
day the conception of the country-dweiler as a person radiat- 
ing bucolic health is more of a romantic myth than a reality. 
In the matter of provision of drinking water, disposal of 
sewage and refuse, personal hygiene, housing and feeding 
habits, the country is often at a serious disadvantage compar- 
ed with the town, and, of course, the difficulties of getting 
needed attention from doctor, dentist, midwife or chemist 
are infinitely greater. 

Hence several member organisations of the Union who 
are concerned with the problem have asked the Secretariat 
to gather information on what is being done in this field 
in other countries. About fifteen organisations replied to 
our inquiry by sending various documents and these have 
been analysed by the Cuvre Nalionale de l’Enfance of 
Belgium. - This co-operation by our Belgian organisation 
has rendered very great service, and we take this oppor- 
tunity of extending to the Cuvre Nationale de l’Enfance 
our very grateful thanks. 


* * 
* 


The documentation received from the various countries 
is of very uneven value and does not lend itself to comparison. 
We will confine ourselves therefore to a brief survey of some 
systems which appear to have given satisfactory results, 
judged by the relatively low rate of infant mortality. It 
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is clear, however, that this rate must not be attributed 
exclusively to the maternity and child welfare services ; 
economic, social, sanitary, cultural and other general factors 
affecting the whole population have a large share in,this 
creditable result. 


Evolution of Infant Mortality 1 


Child welfare and maternity welfare are very closely 
linked. This emerges clearly from an analysis of the causes 
of infant mortality. As deaths due to faulty hygiene (diges- 
tive and respiratory troubles) are eliminated, those occurring 
during the neo-natal period (first month of life) become rela- 
tively more important, and it is recognised that they may 
be traced mostly to pre-natal conditions or to conditions 
during labour. In New Zealand, for instance, neo-natal mor- 
tality from 1905 to 1946 declined from 30 per 1,000 to 19, 
while deaths occurring between the end of the first month and 
the end of the first year fell from 35 to 7 per 1,000 (for 
the total period 0-12 months the drop was from 65 to 26) ; 
in 1946 the stillbirth rate had remained practically sta- 
tionary since 1914. 

New Zealand enjoys the reputation of being the country 
with the lowest infant mortality in the world (White popula- 
tion only). Its example has been a constant stimulus 
to the efforts made in other countries by demonstrating 
that a low loss of infant life was not a utopian dream but 
perfectly capable of being realised. As a result some coun- 
tries have been gradually working even, and Sweden has 
actually improved on the New Zealand records. 


INFANT MorRTALITY RATES FOR A FEW REPRESENTATIVE COUNTRIES 
Rate per Thousand Live Births 


1921-25 1938 1949 


(average) 

COC) ee eae en ae a 58 38 28 

England & Wales. .... . 76 53 32 

RDP ee ce Be. Series ora he 82 59 34 

Metnerienas . 26% Sire Aw. 64 37 27 

INOW OOIONG oie) so el Do becw os 43 36 24 

PIPER c Fer sln ies Sar etre | af Suk res 52 37 30 (1948) 
172) Re ait a Sets © i anager 60 Al 23 (lowest rate) 
DUREOTIOMG. oooh 6 gee tae 65 41 34 

Umed wuaves: 68 "4 RS 3 74 51 31 








1 See also p. 38. 

















IN RURAL AREAS 





The New Zealand System 


Maternity and Child Welfare is based on the collabor- 
ation between the Department of Health, the hospitals, doc- 
tors and the Royal New Zealand Society for the Health of 
Women and Children, better known as the Plunket Society, 
named after the Governor of New Zealand and Lady Plunket 
who took a deep personal interest in the Society at the time 
of its inception in 1905. : 

The Director of the Maternity and Child Welfare Section 
of the Department of Health is responsible for the inspec- 
tion of maternity hospitals and the obstetrical techniques 
employed. 

The Dominion is divided into 13 health districts, each 
directed by a Medical Officer of Health, who is responsible for 
the application of the regulations concerning public health. 

The organisation of maternity and child welfare is highly 
decentralised. The Plunket Society is composed of Sections ; 
these again are divided into Sub-Sections, which are respon- 
sible for organising all the services within a given area and 
the raising of funds necessary for carrying on the work sup- 
plementary to the allocations made by the State. 


Maternity Welfare 


In the main centres of population the Society has estab- 
lished ante-natal centres, where specially selected nurses 
are available to give advice and supervise the health of expec- 
tant mothers. Each patient attending the centre is under 
the care of her own doctor, who sees her at regular intervals 
and refers her to the centre for routine examination and 
observation, and for instruction in mothercraft. 

The nurse instructs the mother in the hygiene of preg- 
nancy, particularly in regard to her general health, diet, rest, 
exercise, clothing, etc. Advice is also given about the pre- 
paration of the baby’s layette, bed and bedding and about 
the management and feeding of baby after birth. 

Classes in maternity exercises are conducted at the cen- 
tre under the supervision of registered masseuses, and 
mothers are permitted to join these classes with the consent 
of their own doctors. 

All mothers are advised to see their own doctor, or the 
doctor of the maternity home where they were confined, 
six weeks after the birth of. the baby. 
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Most of the deliveries take place in hospital. Only 
midwives and maternity nurses are allowed to look after the 
mothers. Confinements in the home, to-day less and less fre- 
quent, come within the province of the public health nurses, 
who all hold a-midwife’s certificate. 

As soon as the mother returns home with her baby, 
the supervision of the child is carried out by the Plunket 
Society. This institution is recognised by the State as the 
competent authority in child welfare for the whole of the 
Dominion and is in receipt of State grants (less than 50 % 
of the expenses). 


Infant Welfare 


The dominant factor in the care of infants is the Plun- 
ket Room, i. e. a centre where the supervision of the babies 
is conducted. It consists, in general, of a waiting-room, 
clinic, test-feeding room, kitchenette, lavatory and, where 
possible, an outdoor playing area. 

Plans for Plunket Rooms have been drafted by the 
Dominion head office of the Plunket Society for the guidance 
of Branch Committees contemplating building new centres 
or making alterations to existing ones. Suggestions are also 
offered with regard to interior decoration, demonstration 
material, etc. All Branches must submit their plans to head- 
quarters for approval before any building is erected. 

Plunket Rooms or Child Welfare Centres are accepted 
as places to which mothers take their babies and pre-school 
children for periodic supervision and advice. They also serve 
as centres for the dissemination of mothercraft and general 
health teaching. therefore it is recommended that demons- 
tration material, such as baby’s bed and bedding, layette, 
travel cot, etc., should be provided to facilitate the educa- 
tional aspect of the nurse’s work with the mothers, visitors 
and groups of young people who come to the rooms for in- 
struction. 

In many of the large, newly opened up rural areas, 
pose’ mostly by parents of young families, no provision 

as yet been made for permanent Plunket Rooms and until 
such centres can be established, three Mobile Plunket Units 
(originally army optical units), equipped with all the facil- 
‘ities of a modern infant welfare centre, are in service, where 
babies and pre-school children can have their health checked 
regularly by a Plunket Nurse. 
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Each unit is driven by the nurse; in the morning it 
is parked in a convenient position for home visiting in the 
locality, in the afternoon it is used as a baby and pre-school 
clinic. A warm temperature is maintained in the van, as 
arrangements have been made for it to draw electric power 
wherever it stops. The Plunket Society, however, regards 
this as a provisional solution only. 


Role of the Plunket Nurse 


-In the rural areas the Branch headquarters is located 
in the most central and conveniently situated town. 

The nurse gives a definite amount of service to the 
Branch, and visits the Sub-Branches at regular intervals, 
either weekly or fortnightly, as required by the amount. of 
work to be undertaken in each area. Asa rule, home visiting 
is done in the morning, while the afternoons are kept. free 
for clinic work. 

Notifications of births are received weekly by the nurse, 
and within a fortnight of the birth of the baby the nurse 
writes to the parents offering her services. A card is enclos- 
ed which the mother returns if she wishes the nurse to call 
at the home. No visits are paid without this invitation. 

In small towns and rural areas the nurse frequently 
contacts mothers in the nursing homes and arrangements are 
then made for the first home visit as soon as possible after 
the mother’s return there. 

Eighty per cent. of the babies born in New Zealand 
annually come under the supervision of the Plunket Nurses. 

Supervision of the nursing mother and her baby is car- 
ried out by home visiting and by attendance at the Plunket 
Rooms. 

Home visiting begins as soon as the mother leaves the 
nursing home, because it is at this stage that difficulties 
are likely to occur. Home visits are usually paid weekly 
for the first few weeks, then fortnightly until the baby ‘is 
from two to three months of age. 

Access to the home enables the nurse to observe home 
conditions and to assess the efficiency and intelligence of 
the mother ; furthermore, it affords a wonderful opportunity 
for health teaching, which must be adapted to the home 
circumstances in every case. The baby is weighed at each 
visit, and its progress and all necessary instructions are 
entered in the Baby Record Book. 
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The nurse will assist the mother to plan her day to the 
best advantage, and she will advise: her about the care and 
feeding of the baby. She will also advise about the health 
of the family, choice of foods and the cooking and serving of 
meals. Practical procedures are demonstrated as necessary 
—bathing and dressing baby, making baby’s bed, ventilation 
of the home, storage of milk and other foods. 


If there is a pre-school child in the home, the nurse 
will check up on his health and habits from time to time and 
arrange for him to be taken to the pre-school clinic at regular 
intervals or to the family doctor. 


As the Plunket Nurse is constantly being asked to super- 
vise more and more new baby cases, the mother is advised 
to bring her baby to the Plunket Room after one to three 
months, depending on her health, proximity to the centre, 
transport facilities, and number of small children in the 
family. If the baby is doing well, fortnightly visits suffice 
up to six months of age and thereafter monthly visits until 
the first birthday. At each visit the baby is weighed and 
examined carefully. If the mother is still breast-feeding, her 
health is also watched, and test weighing is carried out if 
there is any doubt about her supply being adequate. If the 
baby is artificially fed, the mother is interrogated about the 
ingredients of the milk mixture, preparation and storage of 
the food, care of bottles and teats. Any alteration to the 
diet or other advice given is written in the Record Book. 
At three-monthly intervals the naked weight and length are 
taken, together with head and chest measurements, the size 
of the fontanelle, general development and milestones are 
noted, and any departure from the normal is reported to 
the doctor. 


For the benefit of mothers and other visitors, demons- 
trations are staged at the Plunket Rooms from time to time. 

Nurses are notified by the Medical Adviser regarding suit- 
able demonstrations for special occasions and. for different 
seasons of the year (suitable clothing for winter, prevention 
of summer diarrhoea, etc.). 

As accidents such as burns, scalds, swallowing foreign 
bodies, etc. so frequently occur amongst toddlers, a “ Safety 
First ” exhibit is always timely. Appropriate posters are 
used with all demonstrations to emphasise the main points. 

For “stop press ” messages a large black-board is pro- 
vided on which topical messages are printed. 


ng 
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The Swedish System 


Sweden being the European country with the lowest 
infant mortality rate, it would be interesting to see whether 
the methods differ from those employed in New Zealand. 

The chief difference to be observed in the organisation 
is that responsibility for maternity and child welfare rests 
primarily with the public authorities. 

As in New Zealand, most of the women go into a mater- 
nity hospital to be delivered (89 %). 

For the benefit of women living a long way from a mater- 
nity hospital, hostels are attached so that they may go and 
live there two weeks before the presumed date of the birth. 

If the confinement takes place at home, the mother is 
entitled to the free services of the visiting midwife (as well 
as all necessary equipment, medical supplies and the applic- 
ation of gas). If the birth is a normal one, the midwife 
visits the mother once a day for the first three days and 
every other day for the following week. 

All maternal and child welfare is concentrated at the 
Centres, which in the larger towns are known as Type I 
Centres, that is to say, directed by gynaecological and pedia- 
tric specialists. In the smaller towns the Type II Centres 
are seldom directed by a specialist, but by a general prac- 
titioner interested in preventive work, assisted by mid- 
wives and specially trained nurses. 

Finally, in the rural areas, it is the Medical Officers of 
Health, i. e. attached to the State Departments, the county 
or municipal councils, who are responsible for the prophy- 
lactic control in the maternity and child welfare centres. 
As the districts that come under the jurisdiction of these 
Officers are generally very large, Branch Centres and clinics 
have been set up at other places, in addition to the Centre. 

Whereas in the towns the Centres are either attached to 
hospitals or have their own premises, in the country districts 
the consulting rooms of the local medical officers may be 
used, and in the same way the accommodation provided for 
the work of the district nurses and midwives may be util- 
ised. Where this is not the case, the communes have to 
try to provide other premises. Since the finding of suitable 
premises is rather a problem, the solution would be to put 
up buildings specially designed for the purpose and to house 
all the services together in a community or health centre, 
comprising small maternity ward, living accommodation and 
2 
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consulting rooms for district nurse and midwife, public den- 
tal clinic, public baths, meeting hall, etc. 

Plans for the setting up of health centres are available at 
the Department of Public Health, which also fixes the amount 
to be allocated for the equipment of the premises, the salar- 
ies of the nurses and midwives, contribution towards the 
doctor’s fees, and travelling expenses of the personnel. 
The State reimburses the cost of medicaments prescribed 
for expectant mothers. 

Since 1944, the fares of mothers and children attending 
the clinics have been paid by the State. They generally 
travel in parties. This measure is particularly valuable 
for the rural areas. 

It is estimated that in 1947, maternity and child wel- 
fare services covered 99 % of the population. Sixty per cent. 
of expectant mothers and deliveries, and 87 % of the infants 
are covered by health supervision. 

Infant welfare is exclusively preventive in character : 
health supervision, physical and mental development of 
babies, public education in the importance of breast-feeding, 
suitable diets, measures to prevent rickets and anaemia, 
advice on education, etc. 

The centres also look after simple disturbances, such as 
mild dyspepsia, eczema, etc. Similar health supervision is 
extended to toddlers. The centres collaborate with the den- 
tal and mental health services. Infants are vaccinated 
against small-pox and diphtheria, and mothers are strongly 
encouraged to have their children BCG-vaccinated. Children 
are subjected to a tuberculin test once a year. 

In addition to its preventive mission, maternity wel- 
fare has also, since 1944, included free treatment of all com- 
plications that may arise during pregnancy. To fortify the 
expectant mothers against anaemia, puerpal fever, etc., iron 
and vitamin preparations are administered free of charge. 
Special advisory bureaux attached to some of the maternity 
welfare centres give advice regarding birth control and are 
responsible for certain abortion prophylactic measures. 

An important factor in maternal welfare is the various 
types of financial assistance available to mothers. 

All registered sickness benefit societies pay a maternity 
grant to those who have enrolled at least 270 days before 
the birth of the child—a sum of 110 to 125 Swedish crowns, 
of which the State pays 75 crowns. This benefit is intended 
to cover the cost of the layette, transport to the mater- 
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nity home and the services of a home help. If the expectant 
mother is not insured, the State makes a grant of 75 crowns 
to those within a certain income bracket. 

About 90 % of Swedish mothers draw a maternity grant 
in one or other of these forms. 

If the delivery takes place at a maternity home, the 
woman is required to make a contribution of 1 crown per 
day during her 10 days’ stay in it. Medical care and drugs 
are provided free of charge. 

The State also makes a grant to the Social Assistance 
Fund for the relief of poor mothers. An application is made 
to this Fund if the maternity benefit is not sufficient. The 
maximum grant that can be made from this source is 400 
crowns (500 crowns in the case of twins). It is generally 
made in kind: clothes, linen, reimbursement of maternity 
home expenses and salary of a home help during the absence 
of the mother). 


The Netherlands System 


The Netherlands, another country with a low infant mor- 
tality, differs in certain respects both from New Zealand and 
Sweden. With a much denser population and smaller sur- 
face, the country has not to contend with the same problems 
of distance as the other two, and yet instead of 80 % of the 
confinements taking place in a hospital, 83 % take place at home. 

Maternal and child welfare is left almost entirely in the 
hands of voluntary organisations. The task of the State 
is limited to supervising, encouraging, co-cordinating and sub- 
sidising them, while regional inspectors ensure continuous 
liaison between the voluntary organisations and the State. 

There is not, as in New Zealand, one single body res- 
ponsible, but a number of “ Crosses ” (Green Cross, Yellow 
and White Cross, Orange Cross, etc.), generally of a denom- 
inational character, are concerned with public health, and 
notably maternity and child welfare. In almost every town 
and village there is a branch of a Kruis, which employs 
one or several nurses locally. 

In the rural areas nurses assume multiple tasks : they 
deal with care of the sick, the prevention and control of 
tuberculosis, health supervision of mothers and children, also 
mental health, and in addition assist the school medical 
officer. It is always the same nurse, therefore, who goes to 
see the families, and in this way confidence is established— 
a factor which has proved extremely useful in practice. 
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A provincial maternal and child health federation groups 
all the voluntary institutions in the province. A Provin- 
cial Pediatric Officer controls the work of each provincial feder- 
ation, in consultation with a few district pediatricians. 

The area nurse, as provincial representative of the Cross 
Society, maintains contact with the local nurses, assists the 
Provincial Pediatrician in the administrative work, helps in 
the organising of new clinics, arranges mothercraft courses 
and the training of home helps. There is a tendency for the 
area nurses also to cover all fields of public health (polyvalent 
nurses). 

The hospitals and sections run by the Cross Societies 
employ maternity nurses who assist at the confinement and 
afterwards visit the mother and newborn infant three times 
a day for ten days. Poor families may apply for a specially © 
trained home help who, in principle, is on full-duty and runs 
the household as well as caring for the mother and baby. 

For the present the number of trained home helps is 
totally inadequate, therefore the Cross Societies are employ- 
ing visiting home helps who call three times a day to give 
their charges the necessary nursing care. In 1948, there 
were 1,477 specially trained home helps attached to 104 cen- 
tres and over 900 pupils in training. Fifty to 53 per cent. 
of the women in childbirth have the services of a maternity 
nurse or of a specialised home help. The fees of the first 
are higher than those of the second ; consequently, they are 
generally employed by the more well-to-do families. 


Infant Welfare 


The baby clinic is the focal point of infant welfare. To- 
day there are 1,300 of these centres and their numbers are 
constantly rising. Before long, every village will have its 
clinic, organised as a rule by a Cross Society and placed 
under the control of the Provincial Pediatrician. Consul- 
tations and treatment at these clinics are absolutely free. 

Contrary to the practice in the towns, the village clin- 
ics are usually staffed by general practitioners. 

The clinic is held as a rule on the premises of the branch 
of the Cross Society. Wherever possible, it will include a 
waiting-room, a room for undressing and weighing, and a 
consulting room where the doctor can interview the women 
quietly. The doctor is assisted by the local nurse who visits 
the mothers to see that they carry out the advice given. 

If there are two general practitioners in a village, each 
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one holds a clinic for the families under his care. Hence, 
numerous doctors have become convinced of the value of 
preventive social health. 

Fifty per cent. of the mothers attend the baby clinics ; of 
these, 60 per cent. nurse their babies until the age of three 
months. 

Local and area nurses are responsible for organising 
mothercraft courses for young mothers. While this is cer- 
tainly very useful, better results would be achieved if such 
instruction were given to young girls before they marry, or 
to young women before they become mothers. A number of 
youth movements include a parentcraft course in their pro- 
grammes. 

Infant welfare centres have not only played an impor- 
tant part in the lowering of infant mortality ; they have also 
had the effect of encouraging mothers to take an interest in 
health and educational problems to which they may have 
given little, if any, attention so far. The clinics are, in fact, 
centres of public education. 

Should a village not yet have set up its own infant wel- 
fare centre, the local nurse may advise the mothers to attend 
one in the vicinity and organise a regular bus service for them. 


Other Countries 


Information received from a number of other countries— 
South Africa, Finland and France—goes to show that the 
king pin of all maternal and child welfare work is the ante- 
natal or infant welfare clinic, run either separately or toge- 
ther, sometimes attached to a small nursing home in a rural 
area and employing a visiting nurse or nurses. 

Judging from the documents received, it would appear 
that there is no outstanding advantage in having these ser- 
vices run by public rather than by voluntary agencies. The 
chief factor is the quality of their personnel, on the hand, 
and the proportion of the population who use them on the 
other. In the country regions, however, the distance makes 
it difficult for the women to attend very often ; yet it is just 
the women who live a long way from the centres and have 
no one to turn to in case of emergency who need advice most. 

In New Zealand, the nurse visits them in their homes ; 
in Sweden and the Netherlands, facilities are provided for 
the mothers to attend a clinic by arranging transport for 
parties, or granting a travel allowance. Other countries use 
other devices. 


. 
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The South African Child Welfare Council, for instance, 
has organised a “ Mothers’ League ” for women living in the 
remote districts, out of reach of the visiting nurse. On pay- 
ment of a small subscription its members are entitled to per- 
sonal advice by correspondence on the care to be given to 
their baby. 

A comparable idea comes from a public health nurse in 
France, namely, that in every village or hamlet there should 
be at least one telephone subscriber, so that in cases of 
emergency access may be had to the doctor or nurse for 
instructions. 


In France 1 maternity and child welfare comes under 
the public health services, which, in practice, frequently have 
recourse to private agencies and to the social security facil- 
ities. A circular of 6 June 1946 provides for the setting 
up of mobile welfare clinics to serve the sparsely populated 
areas. 

For the time being these travelling units are operating 
in only a few Déparlements, and their use depends, of course, 
on good roads. The simplest type of mobile unit is com- 
posed of a car or van equipped with a baby-scales and a 
filing cabinet. Premises must be provided by the mayor of 
the locality, and they may be anything except the local 
school so long as there are two adjoining, adequately heated 
rooms. Chairs and tables are easily found on the spot. The 
only personnel required is the doctor and a public health 
worker. 

The Departmental Disinfection Service checks up on the 
premises beforehand; old tables are. covered with spruce 
clean cloths, and the nickel finishing of the scales and the 
brightly varnished filing cabinet soon transform the place 
into a suitable consulting room. 

The French Red Cross has in service a number of spe- 
cially equipped 314-ton vans, comprising a consulting room 
for the doctor, and a waiting-room, also used as a weighing- 
room, big enough to hold two or three mothers at a time. 
The personnel of this unit is composed of the doctor, a V.A.D. 
driver and a public health nurse, who as a rule is the one 
responsible for the district. 

The Regional Social Security Fund of Paris is experi- 
menting with a 5-ton van which is more fully equipped and 


1 According to Dr. Louis CoLtpEFy, Medical Officer of Health 
of the Département du Lot. 
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even includes an X-ray apparatus. It is divided into two 
sections, a reception and weighing-room, and a consulting 
room. This unit is staffed by a Medical Officer of Health of 
the Département, a nurse, and a driver. As the itinerary is 
planned beforehand, two or three communes can be visited in 
a day. The infant welfare centre is held twice a month; 
the ante-natal clinic by appointment. Municipal authorities 
co-operate by placing a room which serves as a waiting- 
room at the disposal of the unit. 

Similar arrangements have been made in England to 
meet the difficulties of mothers who would have to travel 
long distances to attend an ante-natal clinic, or to overcome 
the shortage of suitable premises that are used only once or 
twice a month : this is ali symptomatic of a tendency to decen- 
tralise the clinics. 

The arrival of the van in an isolated village is a great 
event, and this alone encourages regular attendance and has 
a decided propaganda value, writes D*. Gartside, Assistant 
Director of Public Health in the County of Oxford }. 

These efforts are similar in intention to the “health 
boat ” in Finland, which in summer calls at the islands and 
small harbours. 

Most countries attach very great importance to home 
visiting, as this is the only way in which the nurse can adapt 
her teaching to the conditions of the individual family. It goes 
without saying that, to be really fruitful, this visit must not 
only be tolerated but welcomed. If the future mother has 
not been in regular attendance at the ante-natal clinic, her 
first contact with the nurse will be a friendly visit by the 
latter at the maternity hospital, or at the woman’s own 
home soon after her return. If the delivery takes place at home 
the nurse visits the mother as soon as the midwife has depart- 
ed. The visiting nurse offers her services and invites the 
mother to attend the clinic, but there is no pressure. It 
should be pointed out that the mother is not asked to take 
her baby to the infant welfare centre until it has reached a 
certain age (e.g. five months in Iceland, three months in New 
Zealand), .as the nurse visits the home to begin with. 

- The South African National Council for Child Welfare 
considers these domiciliary visits of such importance that it 
deplores the necessity for the visiting nurse to have to look 
after a small sick bay or maternity ward ; there may be only 
two beds in it, but it is enough to interfere with her mobil- 


1 Mother and Child, June 1949, pp. 68-73. 
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ity. It goes without saying that in an area with a mixed 
population the nurse must be bi-lingual and be able to 
talk to every mother in her own language. 


Personnel 


Most countries are facing the problem of recruiting a suffi- 
cient number of the right kind of personnel for maternity and 
child welfare, and defining their respective spheres of action. 

As far as the doctor is concerned there are three possi- 
bilities : local practitioners on a part-time basis, non-specialis- 
ed Medical Officers of Health, and specialised doctors (gynae- 
cologists and pediatricians) on a full-time or part-time basis. 
The solutions vary from country to country, the operative 
factor being whether maternity and child welfare is handled 
by the public authorities or by voluntary organisations. The 
employment of midwives depends very much on their train- 
ing. In many countries of Europe, for instance, the midwife’s 
training is far below the standard of the nurse, and her general 
level of culture simpler; whereas in Anglo-Saxon countries 
only nurses who have already graduated are allowed to take 
the midwifery course. 

In New Zealand the nurse plays an extremely important 
role. Expectant and young mothers remain under the supervi- 
sion of their own doctor (it will be recalled that most of the 
deliveries take place in hospital), and they attend the ante- 
natal centre more particularly for mothercraft instruction. 
The nurse continues to play a leading role at the infant welfare 
centre, for it is her duty to advise the mother to consult 
her own doctor if the child shows any deviation from the 
normal. These nurses, in addition to taking the State nurs- 
ing certificate, supplemented by the midwife’s diploma, do a 
further four months’ specialised training, which comprises 
instruction in teaching methods, the art of preparing demons- 
trations and giving short talks to small audiences. 

It is of interest to note that in New Zealand fifth year 
medical students attend an infant welfare centre once a week 
to receive practical instruction under the direction of the 
Plunket Nurse. In addition, small groups of final year 
medical students spend two mornings a week at the Truby 
King-Harris Hospital where the nurses of the Plunket Society 
are trained. A continuous staff education programme for 
graduate nurses is carried out by means of refresher courses, 
group discussions, conferences and lectures, and by frequent 
contacts with the medical and nursing advisers. 
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In Sweden ante-natal and infant welfare clinics in the 
towns are directed by specialised personnel, in country 
regions by the Medical Officers of Health. Great attention 
is therefore given to the training of midwives and of special- 
ised nurses. 

Difficulty is often experienced in recruiting nurses and 
midwives for posts in rural districts, with the result that 
they remain vacant. Another problem is that the areas over 
which Medical Officers of Health have jurisdiction are some- 
times so vast that their whole time is taken up with fighting 
disease, and consequently preventive work goes by the board. 

In the Netherlands, nurses have to undertake multiple 
duties ; they not only supervise the health of the mothers 
and children, but also have to give their attention to preven- 
tion and control of tuberculosis, mental health, and even sick 
nursing. Finland, France and South Africa have this in 
common that they consider it preferable for the rural public 
health worker to be polyvalent so that she can deal with 
all aspects of health within a fairly small geographical radius. 
As we have already mentioned, in the Netherlands the public 
health nurse is assisted by the maternity nurse and the home 
help, who look after the young mother and the baby. The 
maternity nurse has to take a six months’ special course on 
completion of the nurse’s training while the home help 
follows a four months’ theoretical course supplemented by 
one year’s practical work. 

In Finland, where population is scattered and the women 
very isolated, an Act of 1944 provides for a health centre 
to be set up in every rural district of 2,000 to 15,000 inhabi- 
tants. The centre’s staff must comprise one doctor, one 
public health nurse and one midwife. Those built specially 
for the purpose include a waiting-room, consulting and test- 
ing rooms, an isolation bay, and living quarters for the 
public health nurse, the midwife and the home help. The 
ratio is one (polyvalent) nurse for each 4,000 inhabitants, and 
one midwife for each 5,000 inhabitants. Seventy-five percent. 
of the salary of both workers is paid by the State. They come 
under the direction of the District Medical Officer of Health. 


In Anglo-Saxon countries, as we have seen, the mid- 
wife’s certificate is additional to the nurse’s training ; district 
nurses in the rural areas usually hold it and are therefore 
able to handle the work in the ante-natal clinics as well as 
in the infant welfare centres. The situation differs entirely 
in many countries of Continental Europe and it might be 
8 
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of interest to see in this respect what is the function of the 
midwife. As a rule she is associated with the work of the 
ante-natal clinic, but in France, for instance—and this is 
particularly true of areas where there are not enough public 
health workers to cover all the communes—the view is held 
that she should give more time to infant welfare, especially 
the regular weighing of babies in her sector, and be made 
responsible for advising the doctor of anything abnormal she 
may notice. In carrying out her duties she has entered a 
family circle at a critical moment, and as a rule they continue 
to have confidence in her and readily accept her advice. 


Parentcraft Teaching and Public Education in Child Care 


The first part of this article has already described the 
important role played by pre-natal clinics and infant welfare 
centres in teaching mothers how to care for their children. In 
addition, the practice has been adopted in Finland of handing 
a leaflet on child care to the mothers with the layettes that 
are distributed. In France, the Children’s Committee of 
Lyons publishes a quarterly entitled Journal des Méres 
(Mothers’ Magazine), edited by children’s doctors and edu- 
cators, which is distributed free of charge in all the maternal 
and infant welfare centres in the Département, sent to young 
mothers during the first two years following the birth of 
of their child, and to anybody else who may ask for it. 

Many of our correspondents deplore the fact that so 
many young men and girls enter marriage and become 
parents without proper preparation ; this may be due partly 
to the fact that the opportunities do not exist, and partly 
to indifference in taking advantage of those available. The 
result is that they are ill-prepared for their task in bringing 
up their children. 

Dr. Couture, Director of the Maternity and infant 
Health Department in Canada, strikes a different note. In 
his opinion, parents are well prepared for their responsibi- 
lities, witness the diminution in maternal and infant mortal- 
ity and the steady stream of requests for literature on-the 
health and upbringing of children. There is also a tendency 
nowadays for schools to be more and more interested in 
health questions and they institute courses on hygiene given 
by experienced nurses and other experts. Every year an 
increasing number of groups are taking premarriage and 
parentcraft courses. Another feature is the growing extension 
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of parent-teacher associations. The same can be said of 
ante-natal health courses. 

All the Provincial, Health Departments are extending 
their educational services. The Federal Department is play- 
ing an important part in this field by centralising the publi- 
cation of books on health education and leaflets of an educa- — 
tional nature. The radio is also an important medium for 
health education in the provinces. The Federal Department 
possesses a fine collection of films produced by the National 
Film Board on the health and upbringing of children, and on 
parentcraft. 


Conclusions 


The points which strike one on reading the literature 
from some fifteen countries may be summarised as follows : 

Child Welfare begins in the pre-natal stage. If the con- 
finement takes place at home provision must be made, by 
means of a loan or other methods, to ensure the minimum 
equipment and linen necessary, and a home help to look 
after the mother and newborn child. 

The keystone of maternal and child welfare is the ante- 
natal and the infant welfare centre, whether fixed or mobile. 
If the clinic is too far from the mother’s home, facilities 
should be made available for her to attend it. 

It is particularly important to provide for the health 
supervision and education of the pre-school child in rural 
areas, either by setting up special clinics for them or by 
using the infant welfare centres for this purpose. 

On the quality of the personnel will depend the success 
of the work, and in this respect the visiting nurse plays a 
dominant role. Her specialised training must be coupled 
with high personal qualities ; she must be able to impose her 
authority and possess (or acquire) a talent for “ putting 
over” health education to the public. In rural areas itis very 
desirable that the public health nurse should be polyvalent. 

Even in countries with advanced social services it is 
difficult to reach all the mothers, but the more facilities are 
afforded for her to attend the clinic, and the more provisions 
are made for home visiting, the nearer will come the goal 
of reaching them all. In fact, the nurse is the most impor- 
tant factor in teaching the mother how to care for her child. 

Much still remains to be done in almost every country 
to prepare both parents for their task. 








Vital Importance of the Human Milk Bank 


By Dr. Joseph van EsPEn, 


Director of the Brussels Laclarium 
(Guvre Nationale de |’Enfance) 


Thinking .people are not blinded by progress, for they 
realise that the sum of human knowledge will always be 
negligible in relation to the unknown. Pediatricians and those 
concerned with the rearing of infants are fully aware of this 
principle, which has been amply proved by their experierice 
and the opinion almost unanimously held is that human 
milk is superior to all Ersalz products which try to usurp its 
place by noisy advertisements, for it contains incomparable 
physico-chemical and biological properties that are lacking in 
even the best artificial foods. 


* 
* * 


In order to demonstrate that the setting up of collecting 
and distributing stations of human milk corresponds to a 
vital necessity in all countries, one has but to evaluate the 
enormous need for breast-milk by studying the many cases 
in which it is prescribed, and secondly, weigh up the differ- 
ent methods that have been applied to meet this enormous 
demand : the traditional system of wet-nurses, agencies sup- 
plying this type of service, and the human milk bank. 

No doubt the demands for breast-milk are not all equally 
justified : some are urgent, others lessso. But if it is borne in 
mind, for instance, that 10 per cent. of births are premature 
(STAEBLER), and that the amount of the milk flow decreases in 
ratio to the prematurity of the birth (FELDWEG), it will be 
seen that in respect of premature babies alone the demand 
for human milk will be considerable, as it is advisable to 
start feeding such infants on breast milk at once, without 
waiting for the mother’s lactation to be established. 

Where are we to look for a reservoir for such vast needs ? 
The system of wet nurses has been so identified with undesir- 
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able elements that it has been abandoned. For instance, 
the appallingly high mortality among the charges of these 
mercenaries, which neither the Roussel Act in France 
(ComBy) nor equivalent laws in other countries, such as the 
Martirene Act in Uruguay (AcuNa), were able to put a stop 
to ; the impossibility of equating supply and demand, since 
the milk could not be preserved; the recruitment of wet 
nurses among the poorer classes of society for the benefit 
of the rich; finally, the danger of syphilitic contamination 
through direct breast-feeding because of the uncertainty of 
the sero-reaction, even though the result might be negative 
several times. 

Faced by the serious faults and deficiencies of this old- 
fashioned system, some people conceived and carried out 
the idea of setting up agencies (FELDWEG), which undertook 
to establish personal contact between donor and consumer. 
These agencies, however, failed in their purpose just because 
of this embarrassing personal contact. Thereafter modern 
thinking travelled steadily to the sensible solution of the 
problem, the only one that can both satisfy the demand for 
milk and “avoid all the inconveniences of paid breast- 
feeding ” (BETTINOTTI), i.e. the institution of the human 
milk bank or lactarium. 

The practice is for the bank to accept only the surplus 
flow, in the interest of the donor’s own child ; it can balance 
supply and demand, thanks to the possibility of preserving 
the milk ; above all, every class of society can co-operate in 
the production and benefit from the consumption (LimMMER) ; 
finally by indirect feeding and sterilisation all contagion can 
be averted. 


* 
* * 


The earliest founders of human milk banks were MAYER- 
HOFER and PrisraM, in Austria (1908); TaLBor and EMER- 
SON, in the United States (1910) ; M.-E. Kayser, in Germany 
(1919). To-day there are about one hundred of these banks 
located in most of the countries of Europe, the United States 
and Canada, in Argentina (BetTinott1), Chile (GoNr) and in 
Uruguay (Bauza). 

In regard to their organisation, these collecting centres 
fall into three categories: residential, non-residential, the 
stripping of the breasts being effected at the centre, and non- 
residential, the stripping being carried out by the women 
themselves at home. 
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The residential centre, which entails boarding and lodg- 
ing the donor and her last-born and enables the surplus 
milk to be consumed in a raw state (COUVELAIRE), presents 
some very serious drawbacks. Because of the high cost 
of maintenance, and the reluctance of the women to be 
isolated, the number of recruits is so limited and production, in 
consequence, so poor that its advocates are most discouraged. 

The non-residential centre, where the stripping also takes 
place, necessitates the donors attending twice a day. The 
milk is either expressed by hand or by a breast pump (BEtTTI- 
NoTT!I), and as a rule the milk is sterilised. Since, in order 
to attend morning and evening the donors must obviously 
live near the centre, the latter has not much scope and con- 
sequently the yield is poor. 

Finally, in the non-residential cenire with stripping of 
the breasts at home, the donors express the milk them- 
selves without the aid of any apparatus and the milk, collect- 
ed by the staff of the milk bank, is sterilised. This type of 
organisation, much less costly than either of the others, can 
be extended to an unlimited number of women and hence 
the production is much greater because a) the donors need 
not neccessarily live close by but at any distance from the 
centre; b) the mothers are not hampered by constant 
attendance and interruption of their domestic duties; and 
c) because after each feeding of their own child the milk 
can be expressed completely and the flow thereby increased. 


* 
* * 


Both at the Brussels Lactarium, founded in January 
1941, and at the one created at. Liége in September of the 
same year, the system chosen was the home extraction of 
the milk by the donor. 

Recruitment is carried out all over the country. The 
prospective donor and her child undergo a medical examin- 
ation comprising a clinical investigation, sero-diagnostic for 
syphilis and an X-ray examination of the lungs. 

The milk expressed at home by the donors, whether they 
live in the towns or the country, is collected each day at the 
centre where it is subjected to various control leis to 
verify the degree of preservation : litmus paper, measurement 
of acidity by alkali saturation, bacterial count. Any attempt 
at dilution with water is brought to light by control of the 
specific gravity, fat content, total solids, simplified molecular 
constant, etc. Ultra-violet ray examination and precipi- 
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tation by a specific serum reveal any fraud that may be 
attempted by the addition of animal milk. 

After this series of analyses the milk is sterilised. This 
may be done in a variety of ways: by ordinary boiling, 
tyndallisation and pasteurisation. Numerous studies that 
have been made go to show that these methods safeguard 
the essential qualities of the raw milk, both in respect of its 
digestibility and nutritive value, and its protective action 
against infectious diseases. 

Finally, to deal with the problem of unevenness of 
demand, the milk is stored either in a liquid state in an ordi- 
nary refrigerator (+2 to +5° C.), or after freezing in a low- 
temperature chamber (—20 to —30°C.). The milk bank at 
Liége prepares, in addition, concentrated milk and milk 
jelly (J. LEGros). The Belgian centres donot make powdered 
milk. In Amsterdam, on the other hand, they have 
improved on the old techniques employed in Germany, the 
U. S. A. and Uruguay, and produce a dry milk by lyophili- 
sation (MASTENBROECK and colleagues). 

Because of the high bonus paid to donors (100 Belgian 
francs per litre) and the heavy cost of the various tests, 
the milk is sold at varying prices, from a nominal charge 
up to a maximum of 350 frs. per litre, according to the 
means of the consumer. The usual price is 180 frs. and this 
corresponds to the average price in other parts of the 
world. It is less costly than appears at first. sight, since the 
price varies according to the resources of each consumer, the 
maximum tarif being applied only in exceptional cases. 
Furthermore, Public Assistance Boards pay for the milk deliv- 
ered to poor mothers and Friendly Societies reimburse two- 
thirds of the price to their members. Finally, it should be 
borne in mind that tough the price is high the daily ration 
needed is seldom as much as half a litre. 

With a view to preventing abuse of a medico-social ser- 
vice such as the milk bank by women who are too selfish 
or too frivolous to breast-feed their babies, a medical certifi- 
cate must be produced indicating the daily quantity required. 
Thus the medical profession remains the sole judge of the 
quantity to be allocated. 

The human milk bank is not a privilege of city folk 
only ; in fact, the milk is sent by rail to the most remote 
parts of the land. 


* 
* 





* 
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It might be of interest to give production figures at the 
Belgian centres. The following table gives the production 
figures (in litres) for Brussels and Liége (J. LEGros) for the 
first ten years of their activity. It is perhaps not too much 
to claim that these human milk banks are among the most 
productive in the world. 


PRODUCTION OF BELGIAN HumMAN MILK BANKS 
FROM 1941 To 1950 


Production (in litres) 








Brussels : 
Year Canies Liége Centre 
A et, EES ae Ew he SEE Te Ke 1,918 68 
(last qtr of year) 
BOE 3) oe op, (8 ae once ae eee Oe wae a 4,082 917 
‘LS a ie et RR SPT ah Ae eal 6,533 1,619 
og. en ic te ww Sot AES eles eee 7,408 2,501 
PE eye ate. ie es yeteg AD ae Be ght egs 6,536 2,185 
ee aS Sse TE ee ers ssa 6,169 | 4,177 
11 ESSE en Sah Sa Pa as EA Sk 8,183 | 5,552. 
BE hs 6) (ioc Ueki hy? sah > AE Pox ean, oh leh ose The 11,730 7,736 
1S SS AA SO NRE Soest boc ME erro, Ae, A 15,230 7,789 
BO Vere ie ia bento waar ag Aenean 17,918 8,756 











If this short exposé of the basic principles and the outline 
of what has been accomplished in Belgium and elsewhere 
serves aS an encouragement to set up more human milk 
banks in the world, we shall consider ourselves well rewarded. 
They are, in fact, of paramount importance ; firstly, in arrest- 
ing infant mortallity and making available the best food for 
saving premature and delicate babies and twins, and secondly, 
in illustrating in an eloquent and persuasive manner the 
great value of breast-feeding. 
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More About the White House Conference 
Modern Trends in Child Welfare in the USA 
By J.-M. SMALL, 


Deputy Secretary General of the International Union 
for Child Welfare 


In the previous issue of the Review we gave a few gen- 
eral impressions on the White House Conference on Children 
and Youth, which met in Washington from 3 to 7 December 
1950, at the invitation of President Truman. As the Con- 
ference split up into 35 discussion groups, the reports and 
findings of which have not yet been published, it is rather 
difficult to give an overall idea of the trends of the discus- 
sions. However, the small book distributed beforehand to 
members of the Conference gives an insight into its basic 
conceptions and throws light on the kind of problems with 
which Americans are grappling to-day. 

The first two Conferences were concerned chiefly with 
the problems of particular groups of socially disadvantaged 
children ; the next two gave major attention to certain social 
and economic aspects of the well-being of all American 
children. Through the work of these four Conferences the 
welfare of children has been considerably advanced. 

In the meantime a new conception of children’s needs 
has developed, so that even if the recommendations of the 
previous Conferences were fully carried out it would not be 
enough. The new ideas now taking shape have to do with 
the qualitative aspects of human relations. As research pro- 
ceeds, it becomes increasingly apparent that all‘ who have 
to do with serving children must work in a way that takes 
children’s feelings into account if they are fully to accomplish 
their purpose. 

It is now realised “ that poverty, inadequate school and 
health services, racial and ethnical discrimination, and the 
like, are handicapping to children not only: in and of them- 
selves but also because they are contrary to the democratic 
ideal that every person is of precious and equal worth. The 
presence of these conditions arouses feelings of uncertainty 
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and inferiority, envy and resentment, which quite apart from 
the individual, humanitarian aspects of the matter, are serious 
consequences for a society that now more than ever stands in 
need of efficient workers, clear thinkers and loyal citizens... 

“To say that some of the chief ills of the present day 
are psychological is not to imply that their causes are neces- 
sarily of the same nature. Emotional ill health may have 
economic, sociological, physical, psychological and spiritual 
causes. A child’s personality development may be handicap- 
ped by inadequate food and housing, racial discrimination, 
physiological malfunctioning, lack of spiritual values, as well 
as by insufficient love from his parents. Nor are these 
various explanations of personality maladjustment to be 
regarded as secondary to the psychological.” 

All these ideas are relatively new and there is still much 
to be learned ; but American public opinion is aware of them, 
and it even seems that there is some danger that parents, 
understanding them but partially, are made over-anxious. 
Many speakers stressed the need to reassure them and give 
them more confidence in the child’s normal and natural 
power of adaptation and of resilience. 

In examining the factors affecting the healthy develop- 
ment of the child’s personality—the theme of the Confer- 
ence—it must be borne in mind that they are many and 
various, that there is still a great deal to be learned in these 
fields, but that nevertheless much is already known that is 
basic to health and happiness. 

The preliminary report proceeds to give a brief exposé 
of what is understood by healthy personality, the things 
that go to make it and the influence of congenital factors, 
of relations between parents and children, of economic con- 
ditions, of social or religious discrimination. 

To-day there seems to be a reaction against the so- 
called infallibility of science, especially under its most mater- 
ialistic approach, and to attach much more importance 
to intuitive and spontaneous behaviour, for example the 
abandonment of rigid time-tables for feeding babies. It is 
also apparent in the trend of modern social work to help 
individuals to see things clearly for themselves and to think 
and act for themselves, rather than dictate what they should 
do, or even doing it for them. 

American parents seem to have many more opportuni- 
ties than most others to discuss their problems concerning 
the rearing of their children. Pediatricians and psycho- 
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logists prepare them for a better understanding of their 
children, and to accept as normal a wide diversity in the 
behaviour of individual children, varying again according to 
age. 

It was very striking for the foreign observer to note 
how the new conceptions of the psychological needs of chil- 
dren were taken for granted not only by specialists but by 
the many ordinary citizens who, as members of local author- 
ities or representatives of different associations, or merely 
as parents, took part without any self-consciousness in the 
discussions, bringing their experience and their point of view 
on how to fill in the gaps and suggest what reforms could 
be effected. 

Undoubtedly, there is ample room for improvement and 
in this connection, one of the documents distributed at the 
Conference was most enlightening. It showed in pictorial 
charts statistics illustrating such matters as birth, death and 
fertility rates, family relationships, the development of 
school, social and health services, etc. Whereas the charts 
depicting the progress of the last fifty years show a very 
creditable advance, those comparing the value of the services 
received by the various groups, or according to states, reveal 
that much still remains to be done even in the United States. 

It is expected that the Conference will exercise a wide 
influence in this respect. Throughout the country over 
100,000 persons contributed in the collation of basic mater- 
ial, and had been given thus an opportunity of looking 
thoroughly into the position of children in their particular 
district. On more than one occasion the 5,000 odd dele- 
gates gave remarkable proof of their sense of civic responsi- 
bility and showed a real determination to improve condi- 
tions that lay within their power. 

Several of the 65 recommendations were adopted only 
after a very stiff debate, 

The first group, adopted with relatively little discussion, 
called in general terms for more scientific research on the 
development and adjustment of children, more adequate pre- 
paration of parents for their task, better professional training 
of those caring for children in various fields, a deeper under- 
standing of their responsibility by the authorities and the 
general public, the establishment of minimum standards for 
all children’s institutions, and so on. The second group dealt 
with economically disadvantaged children, or children 
handicapped in any sort of way. The third group, which had 
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aroused very animated discussions, concerned the role of the 
family, the Church, the school and other social institutions 
in the development of healthy personality. The fourth 
group, dealing with the influence of religious, social and eco- 
nomic forces, also gave rise to protracted debates, the main 
issue being the giving of religious education in tax-supported 
schools. It should be noted however that the principle itself 
of some religious instruction for children was taken for grant- 
ed, the only question was where and how. The fifth group 
pointed to the role that each individual citizen ought to 
play in raising the conditions that affect the growth of the 
child. 

In addition to the recommendations, the Conference 
accepted unanimously the text given below, admirable as 
an illustration of the spirit in which the Conference was 
conceived and which prevailed throughout the proceedings. 


PLEDGE TO CHILDREN 


TO YOU, our children, who hold within you our most cherish- 
ed hopes, we the members of the Midcentury White House Con- 
ference on Children and Youth, relying on your full response, make 
this pledge : 

From your earliest infancy we give you our love, so that 
you may grow with trust in yourself and in others. 

We will recognize your worth as a person and we will help 
you to strengthen your sense of belonging. 

We will respect your right to be yourself and at the same 
time help you to understand the rights of others, so that you 
may experience cooperative living. 

We will help you to develop initiative and imagination, so 
that you may have the opportunity freely to create. 

We will encourage your curiosity and your pride in work- 
manship, so that you may have the satisfaction that comes 
from achievement. 

We will provide the conditions for wholesome play that 
will add to your learning, to your social experience, and to 
your happiness. 

We will illustrate by precept and example the value of 
integrity and the importance of moral courage. 


We will encourage you always to seek the truth. 

We will open the way for you to enjoy the arts and to 
use them for deepening your understanding of life. 

We will work to rid ourselves of prejudice and discrimina- 
tion, so that together we may achieve a truly democratic society. 

We will work to lift the standard of living and to improve 
our economic practices, so that you may have the material 
basis for a full life. 
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We will provide you with rewarding educational opportu- 
nities, so that you may develop your talents and contribute 
to a better world. 

We will protect you against exploitation and undue hazards 
and help you grow in health and strength. 

We will work to conserve and improve family life and, as 

needed, to provide foster care according to your inherent rights. 

We will intensify our search for new knowledge in order to 
guide you more’ effectively as you develop your potentialities. 

As you grow from child to youth to adult, establishing a 
family life of your own and accepting larger social responsibilities, 
we will work with you to improve conditions for all children 
and youth. 


Aware that these promises to you cannot be fully met in a 
world at war, we ask you to join us ina firm dedication to the build- 
ing of a world society based on freedom, justice and mutual respect. 


SO MAY YOU grow in joy, in faith in God and in man, and 
in those qualities of vision and of the spirit that will sustain us all 
and give us new hope for the future. 








Continued from page 36. 
Relief Action for Korea 


List N° 16 of the Unified Command calls for, amongst other 
items: 3 million sweaters, 24% million dresses and coats, 375,000 
children’s undergarments, 3 million pairs of socks and stockings (60% 
for children), 2,800,000 pairs of shoes of all sizes, 4 tons of knitting 
wool and 2*/, million blankets. 

Several of the Union’s member organisations are actively pre- 
paring to send consignments ; to date, however, only the offer of the 
Save the Children Federation (New York) of donated and new clothing 
has been accepted by the Unified Command. 

Apart from offers made by governments and the U.N. special- 
ised agencies, we note the following, received from the start of 
hostilities up to 2 January, that have been accepted by the Unified 
Command or whose acceptance is still pending : 

9 medical teams offered by the League of Red Cross Societies— 
2 by the American Red Cross, one each from the Danish, Canadian, 
Australian and British Red Cross Societies ; it is not yet known who 
are sending the 3 others. The League has also dispatched direct to 
the Korean Red Cross tents, blankets, medical supplies and clothing ; 

1 million vitamin tablets, gift of the Church World Service ; 
donated clothing, shoes and soap, worth $104,000, gift of the American 
Friends Service Committee ; 

a first shipment of food parcels and clothing amounting to 
$100.000,. and a second, comprising blankets and materials worth 
$237,250, a gift of C.A.R.E.; 

several consignménts of used clothing, also shoes. and soap, 
totalling $2,169,738, gift of the War Relief Service of the National 
Catholic Welfare Conference of the United States. This organisation 
also offered to send a medical team of 7 sisters, which was refused. 
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Conference on Adolescent Refugees 


At the request of some of its member organisations, the I.U.C.W. 
organised in Geneva, from 21 to 23 February, a Round-Table 
Conference on the burning topic of young refugees in Germany, 
Austria and Italy. Living as they very often do in camps or make- 
shift dwellings, in areas where possibilities of training and employ- 
ment are few, many of them are in danger of losing all taste for 
work and all desire to help themselves, unless something is done 
soon to help them effectively. 

A number of international organisations, both intergovernmental 
and voluntary, accepted the Union's invitation and discussions with 
competent representatives of the countries concerned took place in 
the most friendly atmosphere. 

This Round-Table Conference, in which about forty persons 
took part, was presided over by M. R. Olgiati, of the Interna- 
tional Committee of the Red Cross, and Mrs. Agda Roessel of the 
Swedish Radda Barnen (Save the Children Association). Further 
details will be given in the next number. 


Retirement of Professor Polligkeit 


The name of Professor Wilhelm Polligkeit, of Frankfort-on- 
Main, who has just retired, appeared frequently in this Review and 
other publications of the Union between the years 1926 and 1933. 
Already well-known in Germany as an expert in social welfare ques- 
tions, especially from the legal angle, Prof. Polligkeit became asso- 
ciated with the work of the Union from 1925. He accompanied 
Eglantyne Jebb, at that time Assessor of the Union to meetings of 
the League of Nations Child Welfare Committee, and took an active 
part in the work of the Legal Sub-Committee in connection with the 
question of assistance to foreign minors in their country of residence. 
Upon the death of Eglantyne Jebb, the Executive Committee of 
the Union appointed him Acting Assessor, a function which he filled 
for three or four years. From 1928 to 1938 he served on the Exe- 
cutive Committee, where his opinions were much esteemed. His 
views were also sought in the matter of the resumption of relations 
with Germany in 1946-47. 

In the international field, Prof. Polligkeit likewise played a 
prominent role as Chairman of the German Committee of the Inter- 
national Conference of Social work and organised that held in Frank- 
furt in 1932. 
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FINLAND 


Central Finnish Union for Child Welfare 


The Finnish member organisation of the Union has undertaken 
an extensive survey of the child and youth welfare activities in 500 
communes of the country. This inquiry covers children under 16, 
those benefiting from family allowances, children coming under the 
care of local authorities and those placed in foster homes, juvenile 
delinquents, children’s institutions, and their personnel. 


Voluntary Child Welfare Organisations Facing Difficulties 


At the last conference of child welfare personnel convened by 
the Central Finnish Union at Lahtilast August, Mr. Lauri Tarvainen, 
Regional Inspector of Social Assistance, gave a talk on the present 
situation and problems of voluntary organisations dealing with chil- 
dren. These agencies are now passing through a dual crisis, financial 
and ideological. Historically, social assistance has its roots in pri- 
vate charity. It has been a long and painful struggle to free child 
welfare from its charitable toils and raise it to the rank of a special- 
ised activity, as a branch of social policy. The voluntary child 
welfare movement has reached its goal and finds itself now somewhat 
in a quandary but it can still feel proud of a superiority over official 
action: it is able to mobilise the good will of countless voluntary 
workers and to keep their enthusiasm alive; it can pioneer in new 
fields and promote new legislation. Child Welfare has wide and 
undefined boundaries and new needs are constantly emerging. The 
more the work is specialised, the more versatile it becomes and the 
more difficult it is to ensure co-operation between the communes. 
This highly specialised work, whether it takes the form of institutions 
or is carried out in other ways, is particularly suited to private 
organisations. 

Among other things, the latter can promote preventive mea- 
sures, which the communes are not legally obliged to carry out and 
they are not apt to take the initiative in such matters unless strong 
pressure is brought to bear. Where official departments exercise 
compulsion, private organisations proceed by persuasion, by gaining 
the co-operation of parents, thus improving the lot of children before 
the damage becomes irreparable. 

All too often the financial situation of private bodies is painted 
in the darkest colours. It is clear that humanitarian work is attract- 
ing fewer disciples to its ranks and less and less money to its coffers. 
Yet it would be disastrous if private organisations had to close down 
their institutions; for neither the State nor the Communes would 
be able to replace them at short notice. The solution therefore is 
to support them financially. 

The discussion revealed that the financial insecurity of the volun- 
tary organisations had regrettable repercussions on the morale of 
their staff, with the result that it was becoming extremely difficult 
to recruit competent personnel. If, in computing the superannua- 
tion of Civil Servants, the years spent previously in the service of 
voluntary organisations were included, this would already be a 
substantial improvement. The community should consider it as 
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normal also to support private organisations, so that they can carry 
on their work and their personnel enjoy the same salary scales and 
pension rights as Civil Servants. 


GREAT BRITAIN 


The Leisure Time of School Children 


The. National Under-Fourteens Council, which was already work- 
ing in close collaboration with the Save the Children Fund, has decided 
to strengthen its links by affiliating to it. The Council sprang 
from the initiative of a group of people who a few years ago watched 
with growing concern the increase of juvenile delinquency among 
school children. One of its chief preoccupations was to organise 
training courses for youth club leaders. The S.C.F. is running four 
of these clubs in London and a like number in the provinces. They 
would gladly found more of them, were it not that the shortage of 
ae premises is almost as great as the difficulty of raising the 
unds. 


ISRAEL 


Henrietta Szold Foundation 


The annual report of the Henrietta Szold Foundation for the 
period 1949/50 states that the organisation has made considerable 
progress both administratively and functionally. In fulfilling one of its 
main functions, namely, to undertake research work, the Foundation 
has conducted and published a descriptive and evaluation study + of 
Infant Care in Israel ; it has made a survey of Rural Playgrounds 
and has studied the educational value of certain clubs for immigrant 
children in Jerusalem. A number of other studies are on their way, 
among them one on the mentality and the educational background 
of Yemenite adolescents, another on the diagnostic value of the Szondi 
test for the purpose of examining Youth Aliyah children of different 
origins. 

Child legislation texts from 13 countries have been translated 
into Hebrew and a textbook on testology—the first one to be avail- 
able in Israel—has been written. 

A child welfare quarterly (Megamot) began publication in 
October 1949. 

The Foundation has continued and enlarged its activities in 
connection with collecting information, publishing educational pam- 
phlets, advising Government Departments and voluntary agencies, 
taking part in the youth welfare work of local agencies and in training 
schemes for social workers. 


1 Child Care in Israel. A Guide to the Social Services for 
Children and Youth. Edited by Dr.C. FRANKENSTEIN. Jerusalem, 
1950, 324 pp. 
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SWEDEN 


Hostels for Young Germans 


The hostel set up by Rddda Barnen in Nuremberg will shortly 
be opening its doors to 100 boys between 13 and 17 years of age who 
are being trained in various factories and workshops of the town. 
Two other hostels are nearing completion in Munich, one for 100 boys 
and the other for 50 boys and a like number of girls. 

The problem of vocational training is much more difficult in 
the case of the girls than it is for the boys,-as there are few oppor- 
tunities open to them other than in domestic work. This. has led 
Rddda Barnen, in consultation with the Norwegian Aid to Europe, 
to study a scheme for creating various training workshops for girls. 

Finally, Rddda Barnen has furnished a fourth hostel in a rural 
district not far from Munich, designed to house 60 orphans, aged 
13 to 18, who are being trained partly in the workshops attached 
to the hostel, partly in the factories which have replaced a former 
munitions factory, where 800 refugees are now employed. 


SWITZERLAND 


Pro Juventute Foundation 


From the annual report for the year 1949/50 we learn that the 
Foundation has been able to carry through its vast programme of 
work in a satisfactory way, and has even extended it in certain direc- 
tions. Net receipts from the sale of postage stamps—its main source 
of income—has again passed the 2 million franc mark. 

As examples: Since January 1950, a department for mothers, 
infants and small children for French-speaking Switzerland has been 
set up again. The work for young people, one of whose chief points 
is the encouragement of vocational training, is being carried on active- 
ly, thanks to a further grant derived from the Ist August collection. + 
The receipts from the 1951 collection will be used, as were those for 
1943, for the vocational training of young people, whether appren- 
tices or university students. Assistance to Swiss children abroad 
has also been extended ; not content with arranging for free hospital- 
ity in families or in homes, the Foundation now seeks to procure 
specialised medical treatment and other forms of help for needy 
children. 

The Secretariat has maintained and enlarged its international 
relations. A large number of foreign specialists have visited its head 
office, where information has been given regarding both Pro Juven- 
tute’s activities and child welfare work generally in Switzerland. 
The Foundation took part in the Mother and Child Exhibition organ- 
ised by the Ministry of Health in Rome. One branch of its work 
is the promotion of international understanding between the 
children and young people of different countries by means of pen 
friendships, organising visits to France and Austria for children, and 
for the older ones exchange of hospitality with other countries. 


1 Swiss National Day. 








International Child Welfare 
Movement 


Meeting of Unicef Executive Board 


At its first meeting, on 9 February 1951, the reorganised UNICEF 
Executive Board ! appointed as its chairman Mrs. Adelaide Sinclair, 
of Canada. Mrs. Sinclair, who.is a prominent figure in Canadian 
social welfare, was already her country’s representative on the pre- 
vious Executive Board. She has been one of.its most active members 
and is therefore fully conversant with the programme of Unicer, of 
which she is an enthusiastic advocate. 

The Board approved relief programmes amounting to $1,918,000, 
including help for famine areas in India and Yugoslavia, medical 
assistance for Thailand, Pakistan, the Philippines and parts of Latin 
America, and projects for Formosa, Greece and Palestine refugees. 

Unfortunately the Board did not find it possible to take a deci- 
sion on the request of the Advisory Committee of Non-Governmental 
Organisations to be represented at its sessions by two observers. 
The decision was postponed until the next meeting due to be held 
in May. 


Convention on Genocide 


This Convention entered into force on 12 January 1951. Twenty- 
seven countries have ratified or acceded to it, four with reservations. 
Among the countries where the I.U.C.W. has member organisations, 
only France, Israel, Norway and Turkey have ratified or acceded to 
the Convention. 


Repatriation of Greek Children 


Formalities for the repatriation of at least a part of these chil- 
dren are progressing slowly but satisfactorily. 

A mission of the Swedish Red Cross spent several weeks at the 
beginning of the year in Yugoslavia helping the Red Cross of that 
country to identify the children to be returned and preparing the 
home-bound convoys. A group of 54 children crossed the frontier 
into Greece on 14 March. It will be recalled that a first group 
of 21 children were repatriated on 25 November 1950. 


Continued on page 30 


1 See International Child Welfare Review, 1950, N°. 4 - 6, p. 220. 





National Child Welfare 


CANADA 


Extensive Health Investigation 


In ten of Canada’s provinces, 10,000 families representing some 
40,000 individuals are co-operating in a health inquiry of nation- 
wide scope. Starting from September 1950, they are noting every 
month in a special calendar their illnesses and accidents, whether 
slight or serious, their chronic diseases, their doctors’ fees, cost of 
medicines and hospital expenses. Once a month a person visits 
each family and transcribes what they have noted on their calendar 
to family and individual record cards. It is hoped by these means 
to gather important information on the frequency and distribution 
of acute and chronic illness, time lost and expenses incurred. 


Realising the import of this investigation, the population is 
collaborating well. (From Canada’s Health and Welfare, December 
1950.) 


FINLAND 


Child Welfare Work in Finnish Industry 


Little is known so far of the considerable amount of social wel- 
fare work now being carried out by Finnish industry or financially 
supported by it. Realising the significance of this work at a time 
when social welfare is playing an increasingly important role, the 
Central Union for Child Welfare made a survey among Finnish indus- 
tries. We give below a short extract from its findings. 


The inquiry, covering the period 1946 to 1948, was conducted 
throughout the whole country. Replies were received from 460 fac- 
tories, employing between them 187,605 industrial workers and 
27,018 other staff; none of them had fewer than 50 employees. 
These figures represent 63.9 % of all Finnish industry, but concern 
mainly the three most important industries, viz. timber industry 
(28.9 % of the country’s total industrial output), the metal industry 
(25.9 %) and the textile industry (12.9 %). 

On the child welfare side, the investigation covered : infant wel- 
fare centres, day nurseries, nursery schools, day homes for school 
children, holiday camps, playgrounds, mothercraft courses, and finan- 
cial assistance to private organisations and local authorities. 
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Total Indus- Timber Metal  Teztile 
irial Survey Indusiry Industry Indusiry 


% % % 
Infant Welfare Centres 34 44,1 26.5 3.0 
Day Nurseries. .. . 27 44.6 7.4 22.2 
Nursery Schools .. . 29 48.3 6.9 13.8 
Day EOmee es 3 oo 33.3 = 
Holiday Camps .. . 29 41.4 17.2 3.5 
Playgrounds. .... 111 55.9 20.7 2.7 
Mothercraft Courses . 17 35.3 29. -- 
Social Workers. . . . 368 41.0 10.9 9.2 
Grants to Local 
Authorities . .-. . 23,767,300 mk. 75.3 2.8 6.1 
Grants to Organisa- 
RIOUS scbso pice speed 648,700 mk. 12.6 16.3 4.5 


These figures are not applicable to industry as a whole, but 
only to the three main industries. When interpreting them it must 
also be borne in mind that it is not possible to compare one industry 
with another, or even firms within the same industry, nor yet to 
draw conclusions valid for ail, for the factors are not always compar- 
able—local circumstances may vary, requiring different measures 
to meet them, etc. 

From the first column of these statistics it: clearly emerges, 
however, that playgrounds and infant welfare centres are the most 
common form of activity, followed closely by nursery schools, holi- 
day camps and day nurseries. Mothercraft courses and day homes, 
on the other hand, are less usual. Social welfare schemes are, 
as a rule, only carried out by the larger firms; nevertheless, 
financial aid to private organisations and local authorities represents 
a substantial part of the industry’s contribution to child welfare 
work, and this is borne to a great extent by the smaller firms. 

Although social welfare work in Finnish industry is of such 
recent growth, it is already a considerable factor in child welfare 
work in general, and works with cumulative effect on other branches 
of social welfare, such as medical care, hygiene, housing, etc. 

Parailel with the inquiry into social welfare in industry, an 
investigation was made as to the cost of such schemes to industry. 
The figures given refer to 1946 and 1947; those for later years were 
not yet available. In 1946, voluntary contributions amounted to 
106 million Finnmarks, that is to say, 7 % of all voluntary outlays, 
and 3.3% of all social expenditure. When in 1947, the new chil- 
dren’s allowances came into force, this laid an expenditure of- 251 
million marks on industry. Voluntary contributions by industry for 
that year were 237 million marks, which makes a total of 488 million 
marks, or 8.1% of all expenditure on social welfare for 1947. 





‘ 


Maternity and Infant Welfare 


Birth and Death 


An illuminating report submitted by the Secretariat of the Unit- 
ed Nations to the Population Commission of the Economic and 
Social Council on the occasion of its Fifth Session (22 May-2 June 1950) 
analyses the relationships between population trends and economic 
and social factors 1. Some of its findings are summarised below. 


I. Trends of Birth Rates 


Statistics on fertility are among the most interesting demograph- 
ic data. Unfortunately they are difficult to obtain and even more 
difficult to compare owing to -the variety of techniques of measure- 
ment used in different studies. The index of fertility which is most 
widely applied is the crude birth rate, that is, the number of live 
births in a year per 1000 total population. The survey is divided into 
two parts, the first dealing with regions of “low fertility ” (17 per 
1000 in North-West-Central-Europe in 1937), the second referring 
to regions of “ high fertility ” (approx. 30-45 per 1000). The “low 
fertility ” regions are considered to be Europe, Oceania, the United 
States, Canada and Japan, and the “ high fertility ” regions the rest 
of the world. 

In the countries where to-day birth rates are low they have been 
higher in the past. By 1840, birth registration data were available 
in a sufficiently large number of countries to compute a birth rate 
for the whole region of North-West-Central-Europe. This rate was 
practically steady at 30 to 32 per 1000 from 1841-45 to 1876-80, 
after which period a decline set in. There are, of course, variations 
in the rapidity and the volume of the decrease of the birth rates 
in the many countries grouped together as North-West-Central- 
Europe as shown by the following figures for birth rates in the period 
1932-38 : Sweden 14.2, Norway 15.0, United Kingdom 15.3, France 
15.6, Switzerland 15.9, Belgium 16.1, Germany 17.7, Denmark 17.8, 
Ireland 19.4, Finland 19.6, Netherlands 20.6. In Southern Europe 
Italy had a reported birth rate of 23, Spain 25, Greece 28, Portugal 
28. In the countries of Eastern Europe the birth rates varied 
between 30 and 34. 

In the middle of the 1930’s the decline in the birth rate, which 
had continued for over 60 years, was interrupted. “ Taking the 18 
countries of low birth rate, i. e., the countries where the crude birth 
rate had fallen below 20... we find that in all these countries, except 
Hungary, the crude birth rate passed through a minimum and then 
increased appreciably. Neglecting the accidental minimum during 
the war (England and Finland 1940, France and Belgium 1941) we 
find a great difference between the minimum and the maximum 


1 B/CN. 9/55. 11 April 1950. 
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which varies betwen 16 per cent for Belgium and 67 per cent for 
New Zealand. For 15 countries the difference exceeds 30 per cent.” 

What were the causes for the general decline of the birth rate 
during a period of over 60 years? Sifting the data available for 
var'jus countries and examining the widely differing reasons that 
have been given as explanations the report reaches the general con- 
clusions that “ while there may have been some decline in reproduc- 
tive capacity, by far the largest part and probably the whole of the 
decline in family size is everywhere to be attributed to the spread of 
family limitation. The different methods of family limitation may 
however, vary widely in their importance between different countries. ” 

And what accounts for the recent recovery of the birth rate? 
It is pointed out that the course of the recovery has varied from 
country to country, and that “the variations seem to correspond 
closely to the political and economic developments in each country. 
Thus in Europe, as in Canada, the United States, Australia, New 
Zealand and Japan, there was a sudden post-war peak, In Germany 
the birth rate took a sudden upward turn in 1933, after the installa- 
tion of the Nazi régime. The German birth rate then increased 
continuously and reached its maximum in 1939. In other respects, 
too, the recent fluctuations in the birth rate seem clearly associated 
with public events. 

The regions of “ high fertility ” include Africa, Asia and America 
south of the United States. Economically the countries in this group 
may be regarded as under-developed. Birth statistics in these regions 
are mostly of very poor quality if they exist at all. 

For Central and South America figures vary between 20.6 (Uru- 
guay) and 43.2 (Mexico) ; for India a birth rate of 45 has been com- 
puted for the decade 1931 - 1941, and a similar rate has been found 
for China, based however on a few investigations referring only to 
small parts of the population. 

The countries which have been classified as of “ high-fertility ” 
contain over two-thirds of the population of the earth. They cover a 
wide variety of cultures. Unfortunately the scanty information avail- 
able for these countries makes it particularly’ difficult to analyse 
the facts and to discover the relationship between population trends 
and economic and social factors. 


II Mortality Trends 


Until 150 years ago, infant mortality rates of 200 or more per 
1000 live. births were the rule rather than the exception. Even 
during the nineteenth century, the rates showed little if any decline 
in the British Isles, France, and Belgium, although they started to 
fall in certain countries, notably in Finland, the Netherlands, Swit- 
zerland and Italy, and had reached fairly low levels in Norway and 
Sweden. In the 1870's the rate per 1.000 live births varied from 
100 in Norway to nearly 300 in Southern Germany. It was approx- 
imately 150 in England and Wales and about 130 in Sweden. Since 
then a number of European countries and the USA. have reached 
low levels of under 40 and even, in a few cases, of under 30. The 
general mortality rate has also decreased during the last decades, 
but the trend is most striking and proportionally greatest in the 
younger groups. Swedish death rates, e.g., show the following per- 
centages of decline between 1751 - 1800 and 1936 - 40: 
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Another example of the difference in the proportion of decline 
at different ages is to be found in the mortality figures for the Unit- 
ed States for the period 1900 - 1941: 


Age in years Per cenit decrease 
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There is no difficulty in attributing the former high mortality 
rates in the past to such causes as famine and chronic food short- 
ages, epidemic diseases, poor health conditions in urban areas and 
lack of understanding of personal hygiene. It is far less easy to assess 
the weight of the factors which contributed to the decline of mortality 
in the Western countries. Economic developments which in the early 
stages of the Industrial Revolution had an unfavourable influence on 
health conditions provided, however, in the long run, the economic 
basis for a more abundant living and for advances in medicine and 
public health. The social reforms of the nineteenth century which 
improved the appalling living and working conditions of the masses 
contributed also to this decrease ; so did the improvement of environ- 
mental sanitation which began in the latter half of the nineteenth 
century. If one adds to these economic and social factors the deve- 
lopment of medical science and public health programmes during the 
twentieth century one has a rough idea of the complexity of factors 
contributing to the decrease of mortality in general and more parti- 
cularly to the decrease of mortality of the most vulnerable section 
of the population, i.e. the children. 

In the United States the principal communicable diseases of 
childhood — measles, scarlet fever, whooping cough and diphtheria 
—which only a few decades ago exacted a heavy toll of life, have 
now been reduced to vanishing proportions as factors in mortality. 
In the case of infant mortality, the most notable gain in recent years 
has been the rapid decline in the rate for diarrhoea and enteritis. 
The programme of pre-natal care has brought about marked reduc- 
tions in the death rates from premature birth and congenital debility. 
The rates from these two causes were practically halved between 1920 
and 1947. Deaths due to injury at birth have also been greatly 
reduced. 

But though the decrease of child and particularly infant mortal- 
fy rates in the United States and in some other highly developed 
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countries is encouraging, it is the opinion of the World Health Organ- 
isation+ that in spite of well-established techniques for the mass 
prevention of disease, in spite of advances in therapeutics, infant 
morbidity and mortality are still unnecessarily high in many parts 
of the world. Malnutrition and dietary deficiency diseases are still 
prevalent in many countries and much educational work is needed 
to prevent avoidable losses in child life and health. 


Definitions 


At its session of 18 to 21 April, 1950, the Expert Committee 
on Health Statistics of the World Health Organisation adopted the 
definitions proposed by its Sub-Committee with a view to facilitat- 
ing comparisons of vital statistics between countries. The follow- 
ing definitions were adopted for “live birth” and “ foetal death ” 
(the term preferred to “ stillbirth ”) ?: ; 

Live birth is the complete expulsion or extraction from its mother 
of a product of conception, irrespective of the duration of pregnancy 
which, after such separation, breathes or shows any other evidence 
of life, such as beating of the heart, pulsation of the umbilical cord, 
or definite movement of voluntary muscles, whether or not the umbil- 
ical cord has been cut or the placenta is attached ; each product of 
such a birth is considered live born. 

Foetal death is death prior to the complete expulsion or extraction 
from its mother of a product of conception, irrespective of the dura- 
tion of pregnancy; the death is indicated by the fact that after 
such separation the foetus does not breathe or show any other evidence 
of life, such as beating of the heart, pulsation of the umbilical cord, 
definite movement of voluntary muscles. The Committee also made 
a number of recommendations with regard to the registration and 
tabulation of live births and infant deaths, 


Care of Premature Infants * 


A group of experts which met in Geneva in the spring of 1950 
under the auspices of the World Health Organisation pointed out 
that prematurity plays an important role in causing infant deaths 
(under one year): 30% in the United States, 75% in some parts of 
India. The causes differ very much from country to country. The 
part that syphilis plays, in particular, varies greatly. 

The Expert Committee recommended that this subject should be 
studied much more intensively, and fixed the definition of prema- 
turity as infants born alive with a birth weight of 5 4/, lbs (2 4/s 
kilos) or less. 

Pre-natal care and social legislation for the protection of preg- 
nant women would contribute in a general-way to the prevention of 
premature births, and the Committee also urged that specific mea- 


1 Official Records of W.H.O. N° 23, Proposed Programme and 
Budget Estimates for 1951, p. 143. 

2 World Health Organisation, Technical Report Series N° 25, 
Geneva, October 1950. 

3 From a Press Release of the World Health Organisation, 
29 April 1950. 
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sures should be instituted, such as the organisation of special health 
units for dealing with premature babies in the home, as well as in 
hospital, and that medical and nursing staff and midwives should 


also be given more specialised training in the care of premature 
babies. 


Maternity Services and Care of Infants in Prisons 4 


Generally, provisions are made within the institution for the 
care of convicted women who are pregnant and special pre-natal care 
is given to such women; this is the situation in Belgium, France 
(Decrees of 19 January and 29 June 1923), Great Britain, Ireland, 
Italy, Luxemburg, Malaya, the Netherlands, Portugal, Sweden, Swit- 
zerland, Union of South Africa and the United States. In France 
and in Great Britain, provisions are also made for outside hospital 
care, where necessary. In Israel, provisions are made for women to 
attend pre-natal clinics outside the prisons. In Ceylon and Nigeria, 
no special pre-natal care is given in prisons; in Syria, such care is 
given only in case of necessity. 

In Norway (Article 474 of the Act concerning Criminal Proce- 
dure), a pregnant woman is allowed to serve her sentence later; a 
woman who has borne a child during the six months preceding her 
sentence, as well as a woman who is feeding a child under nine months 
may be granted a reprieve. When it is ascertained that a woman 
who is serving her sentence is pregnant, she is released, unless her 
detention is deemed to be necessary for her own security or for the 
security of society. ; 

Women remain in prison for their confinement in Austria, the 
the State of New Jersey (U. S.), France and Portugal. Some pri- 
sons are specially equipped for this purpose. In Great Britain, they 
have the option of being sent to an outside hospital or being confined 
for delivery in prison. In Belgium, Canada, Denmark, Finland, Ire- 
land, Israel, the Netherlands, Sweden and Switzerland, there is no 
confinement in penitentiary institutions and women are removed to 
hospital ; in Belgium, women are granted temporary release when the 
time comes for delivery, except in cases of severe sentence or if they 
have no home. 

In most countries, women prisoners are allowed to care for their 
infants born either before or during imprisonment. In Austria, Bel- 
gium, Greece, Sweden and the Union of South Africa, they can keep 
their infants while nursing them; other countries specify the time 
which varies from six months in the State of New Jersey (U. S.), 
and nine months in Great Britain and Ireland, to two years in Fin- 
land, Israel and Italy, and two-and-half years in Greece, three years 
in the State of Massachussets (U. S.) Portugal and Malaya, and five 
in Syria. In Switzerland, women prisoners are not allowed to care 
for. their infants. 


Women prisoners maintain their legal rights over their children 


1 Preliminary Report submitted by the Secretary General of 
the United Nations to the Commission on the Status of Women on 
ae ada it of Penai Law to women (E/CN.6/139, 13 April 1950, 
p. a 
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in Austria, Ceylon, Ireland, Israel, Noway, Sweden 1, the Union of 
South Africa and the United States. They maintain these rights, 
unless. deprived of them by special decision of the Court, in Belgium, 
Great Britain, Italy, the Netherlands and Portugal. In France, women 
prisoners lose the custody of their children when these reach 18 
months of age, and can also be deprived by Court decision of their 
parental rights in certain cases. In Switzerland, convicted women 
lose their legal rights over their children if they are subject to a 
penalty involving loss of civil rights. In Argentina, women senten- 
ced to three years or more of detention lose their legal rights over their 
children. Inthe Lebanon, women maintain their legal rights over their 
children ; under the law, if both parents are convicted and sent to prison, 
they do not serve the sentences at the same time if they have sons. 
In Canada (Province of Quebec), unmarried mothers do not normally 
retain the custody of their children, who are almost invariably adopted. 


POLAND 


Extension of Day Nurseries ? 


Prior to the war there were altogether in Poland 32 day nurser- 
ies attached to factories. In 1949, the number of nurseries had 
risen to 473, of which 272 were attached to workers’ settlements. 

Poland’s Six-Year Plan provides that by 1955, there will be 
1,438 new nurseries. In addition, seasonal nurseries in country dis- 
tricts will be set up for the peasant population during the peak 
period of farm work. 

Warsaw possesses at the present time 20 nurseries, 6 attached 
to factories, and the other 14 distributed over various districts. A 
modern method of transport has recently been inaugurated in this 
city for mothers who send their children to the nursery attached to 
the Wedel Chocolate Factory. Before the factory day begins a well 
heated tramcar, complete with all the necessary equipment for the 
transport of small infants, travels over a given route in the Praga sub- 
urb where the Wedel Factory is situated. At certain points the mothers 
are waiting to hand over their children to the nurses who accompany 
them as far as the nursery. At the end of the day the process is 
repeated in reverse. A similar system has been instituted at Wro- 
claw. This facility enables the mothers to take advantage of sending 
their children to the nursery, which they might not otherwise be able 
to do as it is often located a long way from their homes. 

To overcome the shortage of qualified staff in the nurseries, a 
number of training courses are being organised for nurses and social 
workers. 


1 Women are moved to a special prison after delivery, where 
they can have their children with them. 

2 From the Bulletin de I’ Association internationale de la Sécurité 
sociale, Genéve, décembre 1950. 











The Handicapped Child 


UNITED NATIONS 


Handicapped Children in the East 


Under the auspices of the United Nations a conference of experts 
on Physically Handicapped Children was held at Jamshedpur (India) 
from 19 to 21 December 1950. Ten experts from the United Nations 
and Specialised Agencies, 10 from the Government of India, repre- 
sentatives and specialists from Ceylon, Indonesia, the Philippines and 
Thailand, and about 45 observers from Indian institutions dealing 
with the problems of the handicapped child all over the country took 
part in the Conference. 

In his opening remarks, Dr. J.F. Bulsara, the Far Eastern Repre- 
sentative of the United Nations Division of Social Activities, who 
was responsible for the organisation of the conference, pointed out 
that the question had received so far very little attention in 
the countries of the Far East and that although there were a few— 
far too few—institutions for the blind, the deaf and dumb, there were 
hardly any for care, training and social rehabilitation of the physi- 
cally handicapped. Nor were there any reliable indications as to 
their number. He pointed out that no money could be better invest- 
ed than in rehabilitation schemes designed to make the handicapped 
person a contributing, instead of a dependent member of society. 
He insisted that the Conference should lead to practical short-term 
and long-term programmes of action. 

The Minister of Health, the Hon. Rajkumari Amrit Kaur, in 
her address also deplored the lack of provisions for the care and 
rehabilitation of the handicapped. She said that certain estimates 
recently made in the United States placed the number in the neigh- 
bourhood of 20 per 1000 of the population. For India no such 
figures were available ; but, in view of the relatively higher incidence 
of disease in the country and of the close association between certain 
forms of infection and various types of physical and mental dis- 
abilities, the proportion of the handicapped in India might well be 
higher than in the U. S. A. On the other hand, the relatively sim- 
pler and unsophiscated form of life probably tended to produce a 
lower rate of incidence of mental conditions than in America. She 
assumed that if the proportion of the handicapped in India was 
at least equal to that of the U. S. A. India would have to deal 
with some seven million such persons. 

Many institutions for their rehabilitation were necessary, but 
public health activities in certain directions would have also 
a bearing on the prevention of some forms of disability and on 
their amelioration. For instance, a vigorous campaign against vene- 
real diseases would be a valuable contribution towards the preven- 
tion of blindness and the birth of children with various types of 
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physical and mental handicaps. Smallpox contributed an appre- 
ciable share to blindness and an effective control of this disease 
would be therefore a powerful aid for the prevention of this condi- 
tion. The problem of the wanton and deliberate infliction of physi- 
cal handicaps in order to encourage begging should be tackled. 
Rajkumari Amrit Kaur also drew attention to the inadequacy 
of facilities for the treatment of mental patients and of the impor- 
tance of organising adequate social services as an integral part of the 
campaign for the betterment of the lot of the handicapped. 


FRANCE 


Correspondence Course on Educational Methods 
for Backward Children 


A correspondence course on methods of education for backward 
and mentally deficient children has been organised by the Comité 
frangais pour l’ Aide aux Enfants arriérés et leur Education. Oncomple- 
tion of the course, which lasts a year, the correspondents receive a 
diploma entitling them to teach in this special field. 


(Unesco Features, N° 29, 15.9.50, p. 18.) 


GREAT BRITAIN 


Many New Schools for Handicapped Children 


During the last five years Local Education Authorities have 
opened 121 new special schools, 90 of them boarding schools. As a 
result, the number of children in special schools has increased in the last 
four years from 38,500 to over 47,000. They have likewise opened 47 
boarding homes for about 1,000 children, and in addition are providing 
home tuition for another 1,000 children. Increasing use is being 
made by Local Education Authorities of independent special schools 
when places in their own schools are not available ; about 600 handi- 
capped children are being provided for in this way. 

The supply of teachers for special schools has. kept pace with 
the larger number of children handled; there has been an increase 
of over 30 per cent in the number of such teachers during the last 
five years. 

In spite of this satisfactory development there are still short- 
ages of special school accommodation for nearly all categories of 
handicapped children. 


(The Schoolmaster and Woman Teacher’s Chronicle, No. 2152, IX/1950, 
p. 350.) 


Parents of Backward Children 


A National Association of Parents of Backward Children (Secre- 
tary: Mrs. J. Fryd, 8 Westfield Avenue, Harpenden, Herts) has 
been set up to link the parents of mentally handicapped children, 
The Association will enable them to exchange their experiences, to 
give each other helpful advice, and evoke interest of the general 
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public. It further intends to impress on the medical authorities 
the need for more research, and on the education authorities the 
urgency of proper teaching facilities. 

The organisation also hopes to open as soon as possible a medi- 
cally supervised experimental kindergarten and junior school with 
different classes for various groups of mentally handicapped children. 
This Centre will serve not only educational but also research purposes. 


Mother and Child, N° 4, 1950, p. 103. 


UNITED STATES 


Rehabilitation Centre 


The Association for the Aid of Crippled Children has just signed 
an agreement to grant $115,000 for 1951 and up to $100,000 for the 
following two years to set up and maintain a children’s unit in the 
Institute of Physical Medicine and Rehabilitation attached to the 
New York University-Bellevue Medical Centre. 

The new unit will receive crippled children from two to eight 
years, and will provide the most comprehensive and intensive pro- 
grammes of rehabilitation designed to help them overcome their diffi- 
culties and approach a normal life as quickly as possible. 

A team of specialists will include personnel trained in pediatrics, 
psychiatry, psychology, social service, physical therapy, speech 
therapy, education, recreation and nursing services, but care 
will be taken to avoid anything resembling a hospital atmosphere. 

Roughly, a third of the patients will be those with neuro- 
logical disorders, including cerebral palsy and poliomyelitis. Another 
third will have orthopedic problems such as congenital malformation 
and amputations. The remaining group will be those with medical 
problems, one being rheumatic heart disease. 

It is anticipated that the in-and out-patient services will probably 
be able to treat as many as 1,000 children a year. -Courses for 
parents of the afflicted patients will be arranged to help them adjust 
the child’s home atmosphere to that most conducive to near-normal 
living. 

This new service has been hailed in the United States as an 
example of unusual co-operation between a university, a hospital and 
a private service agency. 
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The Right of the Child. By Edward Fu.Luer. - Victor Gollancz, 
Ltd. London, 1951. 159 pp. 9s 6d. 


Perhaps nobody to-day is more qualified to tell the epic story 
of the Save the Children Fund than Edward Futter, Public Relations 
Officer of the British S.C.F., and Editor of The World’s Children. 
One of the few members still at their post of that band of dedicated 
men and women who were kindled to a life-long devotion by the 
dynamic personality of Eglantine Jebb, Edward Fuller has now set 
down in vivid language the modest beginnings of a movement which 
was destined to become world-wide in scope, and which stemmed 
from the unfaltering purpose of one frail woman that the child in 
. heed had right to care, protection and opportunity for development 
and service, and that it was a common responsibility of all mankind 
to provide for those material and moral needs. 

“The Right of the Child ”’ is of real importance as a social docu- 
ment—and will be read with profit by everybody in any way connect- 
ed with, or interested in, the welfare of children throughout the 
world. 

Copies can be ordered from S.C.F. headquarters (20, Gordon 
Square, London, W.C. 1), or branch organisations in Australia, Canada 
Jamaica, New Zealand, Union of South Africa, and Southern Rhode- 
sia, also through the I.U.C.W. (16 rue du Mont Blanc, Geneva). 
The Save the Children Fund benefits from all copies ordered through 
the Fund or the I.U.C.W. 


Youth Within Walls. By Bertram M. Beck. Community Service 
Society of New York, 1950. 70 pp. 


In 1938, a study of 16—21 year-old male offenders in New York 
State was published and led the American Law Institute to draft a 
model Youth Correction Authority Act. The Act was not adopted by 
New York State but by California, in 1941, with certain modifi- 
cations. However, New York State made other changes in the 
treatment of that group of offenders who, it should be noted, are no 
more within the jurisdiction of the Children’s Court, which deals 
only with children under 16. It seemed therefore appropriate to 
re-evaluate after ten years the existing facilities. The report covers 
the organisation and practices at the Reception Centre and the two 
State Reformatories, comparing their achievements with those of 
the California Youth Authority institutions and of the English 
Borstal system and making detailed recommendations for a consid- 
erablé number of important changes. 
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Principles and Techniques in Social Casework. Selected Articles 
1940-1950. Editor : Cora Kasius. Family ServiceAssociation 
of America, New York, 1950, 433 pp. $4.50. 


This is another collection of essays on casework!. The 32 
articles compiled in this volume appeared originally (1940-1950) in 
Social Casework (formerly The Family, Journal of Social Casework). 
They present the philosophy of social casework, the problems of 
teaching and supervision and casework practice. This book gives in 
compact form the essentials of social casework as it been developed 
in America. 


Education Through Experience in the Infant SchoolYears. By Edna 
MELLOR. Basil Blackwell, Oxford, 1950, 250 pp. 12s 6d. 


Miss Edna MELLor, Inspector of Infant and Nursery Schools 
under the Manchester Local Education Authority, presents the fruits 
of her experience in watching, teaching and living with young chil- 
dren. She is anxious to make sure that the new way of life in the 
infant school which she advocates should not be confused with an 
“activity method” or the old education with “ activity periods” 
She shows how life in the infant school can be made into an extension 
of the child’s life at home and in the neighbourhood, what provisions 
can be made for helping the child to develop body and mind, and 
what the infant school can do for his social development. Parents 
and infant school teachers will find this well illustrated book useful 
and readable. 


Parents of the Orthopedically Handicapped Child. By E. Louise WARE 
Ph.D. Association for the Aid of Crippled Children, New York, 
1950. 21 pp. 35 cents. 


Discusses in simple language, and with appropriate examples, 
the emotional reactions of parents towards the physical handicap of 
their child,.in an attempt to help them develop a healthy attitude 
towards it. 


The Mental Hygiene Consultant. Role, Basic Concepts and Func- 
tions. By E. Louise Ware, Ph.D. Published by the Associa- 
tion for the Aid of Crippled Children, New York, 1950. 24 pp. 
25 cents. 


Useful description of the role of a mental hygiene Consultant 
in a social agency with regard both to staff and clients. 


Philanthropic Giving. By E. EMERSON ANDREWS. Russell Sage Foun- 
dation, New York, -1950. 318 pp. $3.00. 


Although all the factual material discussed in this book is Ameri- 
can, the sociological trends and psychological factors considered are 
of general value and interest to any person or organisation concerned 
with charitable giving, either as donor or as recipient. 


1 For bibliographical notes on Social Casework in Great Britain 
and Casework in U.S.A. see International Child Welfare Review, 
Vol. IV, N°. 4 - 6, pp. 233/4. 











